LETTER {#s1}
======

Dietz at al. ([@B1]) call attention to issues that affect the spread of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) within the built environment. Policymakers have emphasized the importance of contact transmission of SARS-CoV-2 strongly but airborne transmission minimally. The CDC recommends both contact and airborne precautions for CoV disease 2019 (COVID-19) patients (<https://www.cms.gov/files/document/qso-20-09-all.pdf>). The virus is present in the air of hospital rooms holding COVID-19 patients and in the hallways outside those rooms and exists in particles small enough to persist in the air ([@B2]). Further, airborne SARS-CoV-2 can remain infective for 3 hours ([@B3]). Body parts touched by air---the nose, pharynx, and lung---are the first to be infected, and those same parts supply the ambient air with large quantities of the virus when the infected patient coughs, sneezes, speaks, or breaths ([@B4]). SARS-CoV-2 does not have the multi-mile airborne reach of hoof-and-mouth disease ([@B5]). However, it does have a reach of 26 feet and a loft time of 3+ hours in simulation studies of coughs and sneezes ([@B6]). Policy makers should not discount the risk of airborne transmission.

Nominally, N95 respirators block 95% of particles larger than 3 μm. Coronaviruses are roughly 0.1 μm in size. Given the virus's small size, Dietz et al. ([@B1]) and others have questioned whether N95 respirators block them. They do. N95 respirators exceed their nominal rating in NIOSH testing. They block particles as small as 0.1 μm with 98% efficiency ([@B7]) and viruses of 0.1 μm in direct-challenge tests ([@B8]).

The explosive spread of COVID-19 to cruise ship passengers mostly confined to their cabins and the fact that SARS-CoV-2 may loll in the room air of infected individuals raises the question of cabin-to-cabin transmission through ship ventilation systems (<https://www.purdue.edu/newsroom/releases/2020/Q1/cruise-ship-ac-systems-could-promote-rapid-coronavirus-spread,-prof-says.html>). Cruise ships recirculate shared air from many cabins without much filtering. One could ask a similar question about the rapid spread in some nursing homes. Virus testing of the ventilation ducts in nursing home hot zones may help to answer this question.

Dietz et al. ([@B1]) describe mechanisms to reduce the risk of airborne COVID-19 infection. HEPA filters have the same 3-μm pore size as N95 respirators but a greater, 99.7%, filtering efficiency. Installing them in the air handling systems of care systems will reduce the viral load in ambient air and eliminate the risk of air duct transmission mentioned above. Hospitals protect some spaces with HEPA filters. They should review their air system and add HEPA filters where needed around COVID-19 care areas.

Negative-pressure rooms continually exhaust room air to the outside. They shrink the room's airborne viral load and keep infected air out of hallways and other rooms. Ideally, COVID-19 patients should all reside in negative-pressure spaces. However, in many cities, the number of such spaces will be inadequate ([@B9]). The Minnesota health department published a practical guide (<https://www.health.state.mn.us/communities/ep/surge/infectious/airbornenegative.pdf>) for making temporary negative-pressure rooms to fill this gap. Every hospital facility manager in COVID-19 hot zones should review the Minnesota guide.

We should employ all available defenses against airborne SARS-CoV-2.

For the author reply, see https://doi.org/10.1128/mSystems.00435-20.
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